IntrOductIOn
Each year, almost 60 million people, almost equal to 25% of all adults, in the United States are diagnosed with mental disorders [1] . The prevalence of mental disorders has been reported to be about 10.81% in Iran [2] . In a systematic review, the overall prevalence of Major Depressive Disorder (MDD) was estimated to be 4.1% and women were 1.95 times more likely to have MDD [3] . Because of advances in treatment measures including pharmaceutical arrangements, mentally disordered patients are currently discharged earlier than before [1] . De-institutionalization and community-based care of psychiatric patients has led to a greater emphasis on family management in the community. Family members are often overwhelmed by the demands due to caring for patients with mental disorder [3, 4] . Mental illness is a chronic disease that causes considerable stress in family members, which in turn will cause disturbance of Quality of Life (QoL), decline in mental and physical health and family dysfunction [5] . The occupational life of these patients' family members is often characterized by certain problems such as job change, change in working hours and job quitting [6] . Zendjidjian et al., reported that QoL of the caregivers of patients with mood disorders was lower than the general population [7, 8] . Negative experiences of the caregivers limit their ability to carry out their activities and influence their ability to care for the patients. They show high depression, anxiety and psychosomatic symptoms. Maintenance of the caregivers health is important for two reasons: 1) The caregivers own life; and 2) possible impacts on the patients' health. Addressing the caregivers' problems, it is necessary to provide appropriate treatment, continuous caring and social support for the patients [6] .
Considering the increasing demand for family caregivers, their QoL, must be considered a variable in studies on the family caregivers patients with chronic disease [8] . One of the concepts that have been considered identical to the welfare and health is QoL that puts emphasis on the patient's and families' mental perspectives and therefore can be useful to provide better health for the patients [1, 6, 9, 10] . Negative experiences, lack of social support, physical and emotional stress and financial problems cause change in the QoL of informal caregivers [11] . The QoL definition differs depending on the cultural characteristics and values, goals, expectations and standards [6] and includes an evaluation of physical health, mental status, autonomy level, social relationships, spiritual interests [12] [13] [14] and on the whole, feeling healthy [11, 15] . Despite the fact that family plays a fundamental role in supporting patients and is the most valuable source of help for the disabled patients, most of the studies have emphasized on the patient and the illness. However, the caregiver's relatives should be considered, as well [8] . In a professional relationship with the patients and their family caregivers, the researchers may encounter various problems including stress, anxiety and frequent relapse of mental disorders that can cause negative effects on all dimensions of the caregivers life, especially QoL. Considering the importance of benefiting from desirable QoL in maintenance and promotion of the individual, family and community health, recent increase in the number of mentally disordered patients that threatens their main caregivers' health, and that many studies that have been undertaken so far investigated the QoL but few of them have investigated mentally disordered patients' family caregivers [16] . This study was conducted to determine the QoL and the relevant subscales in the family caregivers of patients with mental disorders.
use of services and the confidentiality of the data throughout the investigation process and the final reporting. Besides that, the centers' officials were assured of being timely informed about the study results.
The researcher referred to the psychiatric hospitals, departments and clinics on different days of the week and gathered the required data using non-random accessible sampling and collected the questionnaires on the same day. The questionnaires were completed by the caregivers and if the caregivers were illiterate, the questions were read by the researcher, the caregivers responded to them and the researcher recorded the answers. The researcher did his best to read the questions in an unbiased manner.
stAtIstIcAl AnAlysIs
The data were analyzed by Spearman's correlation coefficient, t-test and ANOVA in SPSS 18.0. Normal distribution of the data was investigated by Kolmogorov-Smirnov test. The p<0.05 was considered to be the level of significance.
results
The findings showed that 72.3% of the caregivers were female, 76% married, 58.3% housewives and 49.8% lived in families with four to five members. Of the caregivers, 53.2% were engaged in caring for the patients for less than five years. The mean duration of caring for the patients was 7.84+2.96 years. Of the family caregivers, 41.2% were mothers and the rest first degree relatives of the patients. Of the patients, 50.5% were suffering from bipolar disorder. The mean age of the patients was 45.2+12.3 years. Of the caregivers, 68.5% had education levels of high school and lower and the rest academic education and 57.2% reported their financial status to be moderate. The number of the caregivers' family members was 2-9 [Table/ Fig-1 ].
The mean QoL of the caregivers of the patients was 56.73+19.18%, mean PCS 58.50+20.43% and mean MCS 54.91+21.73%. Out of the subscales, the highest mean score was obtained for PF (70.44 ±24.43) and the lowest for role limitation physical problems (45±36.74). The mean QoL of the women and men was 54.55 and 62.73, respectively. The highest mean QoL (65.31±20.75) was obtained among the family caregivers of patients with other disorders (anxiety, obsession, personality disorder, delusional disorder, and judgment disorder) and the lowest mean QoL (49.37±12.66) among the caregivers of patients with substance use disorders. Regarding family relationships with the patients, the highest QoL was obtained for the children (65.28±23.03) and the lowest for the mothers (53.08±17.52). Regarding marital status, the single obtained the highest score (61.83±23.76) followed by the married (57.19±17.78), the widows/ widowers (52.36±12.66) and the divorced (45.53±16.94). The QoL of the caregivers who cared for female patients (61.06±0.49) was higher than those caring for male patients (53.53±17.44).
Comparison of different subscales of QoL showed a statistically significant difference between women and men in PF, bodily pain, general health, vitality and mental health [Table/ Fig-2 ].
The data on age, care duration and number of family members were not normally distributed, therefore the Spearman's correlation coefficient was used for statistical analysis. Spearman's correlation coefficient, t-test and ANOVA indicated no significant relationship between the caregivers' QoL and the variables age, education level, employment status, number of family members, marital status, duration of caring for the patient and diagnosis. In addition, there was a significant relationship between the QoL and the caregivers' financial status p<0.0001), the caregivers' gender (p=0.004), the caregivers' family relationships with the patient (p=0.027) and the patients' gender (p=0.004) [Table/ Fig-3 ].
the family member and caring for him/her for at least six months; having 18-65 years of age; not suffering from a physical or mental chronic disease; no severe stress due to a loved one's death or divorce; and caring for only one patient. The people who were involved as assistants to family caregivers were excluded because of not being the main caregivers. In addition, participants who did not respond to the questions of demographic characteristics or QoL completely were excluded from the study.
Materials
In this study, the patients were selected by convenience, random sampling, matched for gender and age and enrolled in the study if they met the inclusion criteria. Randomization code was developed with a computer random-number generator. The sample size enrolled from psychiatric clinics or health care centers, affiliated with medical universities of Tehran (one center), Iran (two centers), and Shahid Beheshti (two centers) and University of Social Welfare and Rehabilitation Sciences (one center), was decided to be 97, 47, 48, and 47, respectively, according to the mean number of referrals during six months and the formula below, to obtain significant correlation coefficients:
where α =0.05 (confidence interval 0.95), β = 0.02 (test power 80%), and W = 0.2 (correlation coefficient between resiliency and QoL). The data were collected from six psychiatric hospitals, clinics and psychiatric departments in Tehran.
Procedures
Data were gathered by the Personal Information Form (PIF) and the Short-Form Health Survey Questionnaire (SF-36). The participants responded to 11 questions of demographic characteristics including age, gender, family relationship with the patient, marital status, education level, employment status, economic status, number of family members, patient's gender, care duration and illness diagnosis. The SF-36 is a general tool to measure the health status and QoL among both healthy and patient populations [17] . The Persian version of the SF-36 questionnaire, for measurement of the QoL with regard to health, consists of 36 questions on Physical (PCS) and Mental (MCS) Component Summary and eight subscales of health as follows: PCS consisting of subscales of Physical Functioning (PF), role limitation physical problems, bodily pain, general health and MCS consisting of subscales of vitality, social functioning, role limitation emotional problems and mental health. The questions were responded by two (Yes, No) to six choices: "at all times", "most of the time", "frequently", "often", "sometimes" and "never". Scores of each subscale vary from 0 to 100, indicating the worst and the best status of the subscale, respectively. The score of each subscale is separately determined by the total score of that dimension and averaged. The obtained score is indicative of the health percentage in that dimension. To calculate the total score, the sum of the scores obtained for each subscale is divided by eight so that the obtained figure must be a number between 100 and 0. The validity and reliability of the QoL questionnaire have been confirmed for Iranian population and its subscales' internal consistency coefficients have been obtained 0.70-0.79 and the test-retest coefficients with one-week interval have been reported to be 0.43-0.79 [18, 19] . The researcher started the study after the approval of the ethics committee of the university (the code 92/s/130/2395) was provided. The participants filled out the written informed consent for participation in the study and were informed about the purpose of the study, the fact that declining to participate in the study would have no adverse effect on their Ghahremani et al., found that the QoL of the family caregivers of patients with Schizophrenia to be acceptable, which is not in agreement with the present study, possibly due to the difference in the data gathering tools [9] . This study showed that the family caregivers had low QoL, which is consistent with the results of Zendjidjian et al., and Ghahremani et al., [8, 9] . The findings showed that among eight subscales of QoL, the highest score was obtained for the physical function subscale, which is in agreement with Zendjidjian et al., study [8] . Among the caregivers, the lowest QoL was obtained in the caregivers of patients with substance use disorders. These patients' QoL was considerably lower than the Iranian society standards [22] . The family caregivers of patients with substance use disorders experienced certain problems such as anxiety, fear, frustration, and impaired interpersonal relationships that would reduce the QoL of these people [23] . The caregivers' gender had significant relationship with their QoL and the men obtained higher scores of QoL in all subscales compared with the women, which is in agreement with other studies [4, 24] . Comparison of different subscales of QoL showed a statistically significant difference between the women and men in PF, vitality, emotional health, bodily pain and general health, which indicates that in health care delivery, the needs of men and women are different based on the caregiver's perception and understanding which can be influenced by his/her gender. Therefore, differentiating between men and women can enable the health care workers to improve the QoL of all family members [25] . This findings of this study showed that most of the caregivers were women (72.3%), which is consistent
dIscussIOn
The findings of this study showed that the caregivers of patients with mental disorders obtained lower scores in all eight subscales of QoL with reference to the Iranian community standards. Some studies have confirmed the low QoL of the patients' caregivers [7, 20] . Mental illnesses are chronic and therefore psychiatric patient's family members experience considerable stress. Families may encounter frustration, loneliness and boredom, causing with other studies [7, 20, 24, 26] . Women are still considered the main caregivers all over the world. In the United States, female caregivers comprise 66% of all caregivers [26, 27] . Considering the social background and familial and cultural norms as well as the expectations that strengthen the women's caring role, women undertake this role more frequently than men so that the pressure of caring for the patients in home rests mainly on women's shoulders, and accordingly they experience more negative impacts in their life [8, 27] . The financial status has significant positive relationship with the QoL which is in agreement with the studies conducted by Ghahremani et al., Wong et al., and Andrén and Elmståhl [8, 21, 28] and inconsistent with Meecharoen et al., study [29] . Families with financial problems have limited access to health services, including medical and psychological treatments and face numerous limitations. These problems can cause adverse impacts on the family's health. Most of such families experience more stress and mental health problems than others. A caregiver's family relationship with the patient is significantly associated with his/her QoL. Among different relatives, the highest and lowest QoL was seen among the children and mothers, respectively. Regarding the health care delivered to the family, the parents' and other family members' needs are different, which should be considered in family training programs [25] . More than half of the caregivers had education levels of lower than high school completion, which is consistent with the study by Wong et al., [21] . There was no significant relationship between the caregivers' QoL and their education level; this finding is in agreement with Meecharoen et al., study [29] and inconsistent with the studies by Ghahremani et al., and Wong et al., [9, 21] . Moreover, marital status did not have significant relationship with the QoL as the single obtained the highest score followed by the married, the widows/widowers and the divorced.
There was a significant relationship between the patients' gender and the caregivers' QoL, such that the caregivers who cared for the female patients had higher QoL than those who cared for the male patients. No significant relationship was found between the QoL and age, which is in agreement with a study [27] and inconsistent with Wong et al., study [21] . There was no significant relationship between the duration of the patient's illness and the caregiver's QoL. In this study, the number of family members, the employment status and the illness diagnosis had no significant relationship with the caregivers' QoL, which might be due to the low sample size or heterogeneity of the participants. Including the caregivers of patients with different mental disorders and identifying the factors related to the careqivers' QoL was a strength of this study. However, further studies are recommended with larger sample size of the caregivers of patients with mental disorders. For example, interventional studies can be implemented to enhance the life skills to encounter psychosocial stressors and therefore prevent subsequent problems.
lIMItAtIOn
A limitation of the present study was lack of considering cultural, economic and social differences among the caregivers, severity of the patients' illness and emotional conditions of the caregivers during the study. The findings of this study may be affected by the patients' data that were drawn from self-report questionnaires. Besides that, we had financial and time constraints to conduct this work.
cOnclusIOn
According to the results of this study, it may be possible to obtain information about the factors influencing the QoL of the caregivers of patients with mental disorders. In this study, the QoL of these caregivers was obtained low. Therefore, it is important to develop suitable plans for improving their QoL at different subscales. Nurses can implement local and international changes to improve the caregivers' QoL. Regular evaluation and screening of the caregivers' QoL is necessary to identify the caregivers in need of support. Besides that, this helps to determine the needs of these patients' families and to prevent adverse effects on other family members. Providing psychological counseling and educational programs seems essential for the patients' families.
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